Acute distal biceps tendon rupture constitute a rare lesion of biceps injuries, typically, easy to diagnosis after lifting a heavy object. Treatment is controversial, nonoperative for sedentary and elderly patients; surgical for young and active individuals. Many operative techniques are described, they all aim to restore an excellent strength of flexion and supination. We opted for one-incision method and fixation using trans-osseous anchoring for our patient, because we are convinced that is a simpler and safer technique. Postoperative rehabilitation, after a period of elbow immobilization, must be operated for returning to full activity. Biceps tendon repair has permitted to our patient who suffer from right upper limb handicap due to radial nerve palsy, recuperating the lost strength and force in his dominant limb and maintaining some quality of life.
Introduction
Acute distal biceps tendon rupture is rare than proximal lesions, it represents 3% of biceps injuries according to Gilcreest and Albi [1] .
Biomechanically important, it contributes on elbow flexion and forearm supination. The diagnosis is clinically easy in complete rupture, and confirmed by MRI. Many therapeutic options can be proposed (from therapeutic abstention to surgical repair) and various approach are used to repair this lesion. Divergent results are observed after surgery, in term of elbow and forearm motions. We report the case of a patient who sustained acute complete distal tendon rupture in his left arm associated with sequelae of radial nerve palsy in contralateral upper limb. He was managed surgically by single anterior approach and trans-osseous anchoring of distal tendon in bicipital tuberosity. The aim of surgery repair was both esthetic and functional. 
Patient and observation

Discussion
Acute distal biceps rupture represents 3% of biceps injuries [1] . The Two methods are commonly employed. The first, uses transosseous anchoring through two incisions; this approach was described by Boyd and Anderson to minimize anterior exposure and limit the risk to neurovascular structures [5] , but the development of heterotopic ossification and radioulnar synostosis were frequent [6] . The second method, consists of a single anterior extensive approach; nowadays, the use of suture anchors makes it simpler and safer, and reduces the risks of both neurological injury and heterotopic ossification [7] , many authors recommend fixation using two anchors because it's stronger than single trans-osseous repair [8] . In our case, using one-incision method with three trans- 
